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The presence of large numbers of post
stroke patients sitting in nursing homes in
front of television is not a refutation of the
value of rehabilitation, hut a demonstration
of a general attitude of medical and nursing
staff to stroke, coupled with an unawareness
of the importance of immediate referral from
the medical practitioner. This attitude per..
sists despite reference to the importance of
early treatment in the literature. Following a
survey in Belfast, Adams and Merrett (1961)
wrote "the earlier physical retraining began
the hetter"" Sommerville (1968) and others
sjrnilarly stress the importance of early
treatment.
My objective is not only to stress the im-
portance of treatment commencing early and
the reasons for that, but to emphasise that it
i~ the quality of the treatment given that is
important and to make some suggestions
about the special needs of stroke patients.
Stroke patients referred late for rehabilitation
do not do well and society in general has
done little for the welfare of these people..
Their fate is often a matter of opportunity
or chance rather than any established system
of care. So often, regardless of age, post stroke
patients are referred, inappropriately, to Geri..
atric Units or Day Hospitals. These people
are not ill; they do not need hospital care;
nor are they all geriatric..
In an unpublished survey done in the
United Kingdom it was estimated that strokes
are the third most common condition referred
for treatment and occupy approximately 10%
of all physiotherapy time.. Unfortunately, we
do not have sufficient physiotherapists with
the specialised skills necessary to treat these
people.
IDelivered at the XIV Biennial Congress of the
Australian Physiotherapy Association, Sydney,
August 1975..
We are all familiar with the common prob-
lems of hemiplegia in adults but I have listed
them to remind us:
Ahnormal tone
Disorders of sensation
i. Specific sensory loss
ii. Sensory integrative dysfunction




Emotional and social deprivation
Attitude of hospital staff and relatives
Incontinence of bladder and bowel.
The reasons for the movement problems
are:
Abnormal tone
Loss of sensation and sensory integration
Loss of desire to move
Loss of memory of particular movement
Absence of stimulus to move
Asymmetry
I~os8 of automatic postural background to
movement..
The stroke patient, lying in bed, unable to
understand what is being said to him, unahle
to voice his fears and needs, becomes a non-
person who is talked about rather than spoken
to, who is frustrated, despairing and disori..
entated.. He sees his relatives, without help and
explanation, become increasingly incapable
of giving him the encouragement that he
needs. Policoff (1970) says "the presence of
depression coupled with commonly occurring
speech disorders and the emotional lability
which often appears, may simulate senile in..
tellectual deterioration even when it does not
exist".. If, because of the damage to his brain,
he is unaware that he is paralysed, and con·
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sequently of the need to be in hospital, he will
appear stupidly confused and disoriented to
the staff and to his relatives. Proper under-
standing at this stage forms a basis for pro..
per management. Ullman (1964) has sug-
gested that "it may make the difference be-
tween experiencing the patient as a confused
old man or seeing him as a human being
attempting to come to terms with an over-
whelmingly stressful situation".
The main reasons for early treatment are
to give the patient and his relatives hope and
reassurance, and to prevent him from he-
coming despondent and apathetic. Patients
are very often more disorientated with the
medical staff than with their relatives. For
this reason it is helpful to have the relatives
present during treatment.
It is necessary for all who care for the
patient in those first few days following
stroke, nurse, therapist, and relatives to under-
stand that the patient's desire to move, his
need to move, and his need to become re-
orientated with the world, may be encouraged
and turned to good use if their approach to
him at this stage is a positive one. If these
aims can be realised there will he a more
appropriate setting for the patient's rehabili-
tation.
The patient lying in bed, unable to move,
quickly loses the desire to move because of
poor sensory input and lack of stimulus. His
brain needs the sensory feedback from move-
ment to retain the idea of movement and sym-
metry. Goody (1949) says "we do not learn
a movement but the sensation of a movement".
The patient who is not receiving planned and
controlled sensory input, auditory, visual,
proprioceptive and kinaesthetic, will develop
secondary agnosia with regard to the affected
side.
Without help, he will compensate with the
sound side before he has had a chance to
regain some movement on the affected side.
This will require effort which will give him
a false idea of movements which normally
require little or no effort. The emphasis, when
he is handled, on movement of the trunk and
limbs on the affected side will help maintain
a symmetrical body image.
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The patient is encouraged to communicate
and his oro-facial function is stimulated to
overcome poor lip closure and abnormal
swallowing which cause drooling and aspir-
ation. These should certainly not be accepted
as inevitable by the nurse and therapist and
certainly not by the patient or his relatives.
While drooling is embarrassing, aspiration
is potentially dangerous. Both can be cor-
rected if their cause is understood, and the
correct treatment procedures instituted by
the nurse and therapist who combine their
skills in a positive manner, enabling the
patient to gain more effective oral function.
The aphasic patient will need to be encour-
aged to make a sound and to establish a
yes/no response. The therapist will need to
understand if his inappropriate response is
due to diminished or delayed comprehension
or inability to select the appropriate response.
If his attempts at speech and movement at this
stage meet with frustration, he will quickly
give up trying.
Once sitting and standing are commenced
which should be within the first couple of
days, bladder continence quickly re-establishes
itself. Policoff (op. cit.) has written that "the
simplistic approach of indwelling catheter or
repeated catheterization so commonly used,
is detrimental to immediate well being by
provoking urinary tract infection; this ap-
proach is also detrimental to physical restora-
tion at a later stage. Most stroke patients re-
gain bladder control when their rehabilitation
has progressed to standing and ambulation."
Rehabilitation commences as soon as vital
signs are appropriate. Physical treatment is
part of overall management which, once emer-
gency measures are no longer necessary, is
largely in the hands of the allied health pro-
fessions, nurse, speech pathologist, occupa..
tional therapist, social worker and physio-
therapist. In initial contacts, future manage-
ment is discussed with the patient and his rela-
tives in a positive manner; after all, he can
only feel better and improve now the stroke
is over. If the patient is working, his employer
is contacted and kept informed with progress
reports. A home visit is made when necessary.
The multidisciplinary team will co-operate in
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all areas to make sure that all aspects of man..
agement are covered.
The areas of function for physiotherapists




Sensation of normal movement
Symmetry
Head righting and other automatic pos-
tural adjustments throughout all move-
ments and in all positions
Shoulder girdle movement particularly
protraction
Weight bearing through affected arm in
side lying and sitting
Movement of pelvis on trunk in side
lying
Weight transference forwards (at hips)
and laterally in sitting
Weight bearing on affected leg in stand-
ing with pelvis forwards progressing
to stepping with unaffected leg and
walking.
It seems, from my experience and obser-
vation, that it is the quality of the treatment
that is important. Treatment which is begun
early but which is passive and inappropriate
to the person's needs may be totally ineffec..
tive in terms of the patient returning to the
community. Ideally treatment should be short
and frequent in those first few days so as to
constantly feed in sensation and keep the
patient in touch with the world. Intermittent
Lr3atment is ineffective.
To determine the patient's needs in terms
of sensorimotor output, a qualitative assess-
ment is done to discover what elements of
movement are missing and why. This initial
assessment is used as a basis for treatment
planning but must also he continuous during
treatment.
The patient must sit and stand as soon
as possible, preferably in the first treatment.
In other words, he should, as soon as possihle,
regain his ability to cope with movement and
postural control in an antigravity position. He
will not learn how to balance in sitting or in
standing by rolling around on the floor.
Physiotherapists sometimes think of the
treatment of these patients in what they term
a neurodevelopmental sequence, that is, they
consider that because a normal child learns
to roll before he stands, that rolling is a
prerequisite for standing, and will somehow
help the patient to regain the ability to walk.
This is illogical in my opinion. We are deal..
ing with an adult with a mature brain who
has experienced symmetrical, effortless move-
ment and whose present problems have been
caused by trauma. It also causes delay and
we do not have time to waste. The child learns
sensorimotor skills by practice, by prepara-
tion and by repetition so let us use these
principles in our approach to treatment of
the adult.. The child prepares for walking
when he is placed in standing by his mother.
Later, when he can pull himself to standing
he practises lateral weight transference while
cruising round the furniture and eventually
takes a step forward. The therapist will pre-
pare the adult patient for walking in a similar
way by standing him up, by facilitating
lateral weight transference with head and
trunk righting and by eliciting, as far as
possible, an automatic response to handling.
As Granit (1972) wrote "even those move..
ments which we regard as voluntary are
largely automatic".
By working in this way the patient is fre-
quently surprised at what he can accomplish.
He may need to be surprised as he tends to
have a low opinion of himself. He will not
respond if he is always lifted, held upright
and splinted. He will not respond if he is
passively transferred from his bed to chair
but he will if he is helped to get out of
his chair by himself by shifting his weight
forwards and laterally and if he is encouraged
to learn the other movements necessary. Nurse
and relative should be shown how to rein-
force what the patient has learnt in treatment.
Treatment aims at giving the patient con..
tlolled sensory stimulus to which he is obliged
to respond. He will not always be able to
perform movements on request and he may
need to be shown the movement required.
Ask him to watch carefully, to think about
the movement and to describe it if this helps.
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Brodal (1973), a professor of neuroanatomy,
following his own acute left-sided hemipare-
sis wrote that "when the proper movement
had been made passively by the physiothera-
pist a couple of times the patient was able to
do the movement . . . Subjectively it was
clearly felt as if sensory information pro..
duced . . . helped the patient to 'direct'
the force of innervation through the
proper channels . . . from introspection it
appears however, that the subjective infor-
mation about the movement to be executed,
its range and goal is an essential factor. The
phenomenon is probably parallel to the learn-
ing of all motor skills." Gradually the patient
takes over with the therapist guiding and
facilitating. He should not be allowed
to struggle or use effort and any unwanted
movement is stopped by the therapist. The
therapist can use her voice as an auditory
feedback stimulus for the patient to feel the
normal movement and to feel how to correct
any inappropriate movement.
In assessing and treating an adult patient,
the therapist must appreciate the alterations
occurring in movement as life progresses.. For
example, the elderly demonstrate diminished
trunk rotation and this natural diminution
should not be confused with the prohlems
following stroke.
There is no known method of determining
which patients will recover and to what extent.
They all vary considerably in their ability
to benefit from treatment and they should all
have the opportunity to reach their potential.
No one should assume that all patients will
hr:.ve to compensate with the sound side. It is
a pity that in many hospitals the patient is still
presented within a few days of his stroke
with a "kit" consisting of quadriped stick or
a wheelchair, arm sling, feeding bib and foot
splint in anticipation that he will need them.
The apparatus seems to symbolise to the
staff something called rehabilitation but to the
patient it symbolises defeat. The patient
must he given a chance to develop some move-
ment on his affected side. The time for a
particular aid may come eventually, if the
patient is not able to do without it. I have
seen few patients who really benefit from this
apparatus. There is empirical evidence that
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this positive approach to treatment is effec-
tive when in the hands of a skilled and spe..
cialist therapist. The fact that treatment is
ineffective is frequently a reflection on the
therapist, not on the ability of the stroke
patient to benefit from treatment.
In conclusion I will make some suggestions
for special needs of stroke patients. Firstly, a
community survey to determine the number
of stroke patients, their fate, and the facilities
at present available to them. Secondly, ap·
propriate measures taken to develop stroke
units staffed by specialist therapists, specialist
post-graduate courses for therapists, sheltered
workshops for assessment and retraining of
patients for their former employment or for
new employment, and the education of medi..
cal practitioners and nurses.
Lastly, community interest must be stimu-
lated to provide help for relatives, employ-
ment for stroke patients, transport to their
employment, and more social intercourse.
Ayres (1973) has written "one of the more
exciting and promising general principles of
brain function to emerge in the past decade
from a considerable quantity of research with
lower animals is the remarkable capacity of
the brain to reorganise after ablation of por..
tion of it".
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